The rucksack, beard and knobbly knees image of vegetarians has gone, thanks to a remarkable increase in the number of British people adopting vegetarianism in recent years. There are many reasons for this increasethe search of many young people for an 'alternative' society, idealistic notions about animal rights, concern about Western diseases, especially coronary heart disease, the increasing number of Asians in our midst, the growth of cults like Rastafarianism and Zen Buddhism, and not least, ecological and economic considerations.
Not surprisingly, therefore, there are many different vegetarian diets which vary from superbly healthy to grotesquely inadequate. The same is true of meat-containing diets. Avoidance of flesh-eating can be good or bad. It depends .on the kind of flesh that was eaten and on what replaces it.
Like a good diet, the meeting was a rich mixture of ingredients. In a masterly review, Dr T A B Sanders of King's College, London, provided compelling evidence that traditional British and North European vegetarians are exceptionally healthy people, suffering less obesity, cancer, diverticular disease (also gallstones') and having less risk factors for coronary heart disease with respect to blood pressure, serum cholesterol and levels of clotting factors. But such people do not simply avoid meat. They also avoid sugar and white flour and they eat plentiful legumes, fresh and lightly cooked vegetables and whole-grain cereals. In all respects they satisfy and, in some respects, exceed the requirements of the NACNE report. It is this, and their generally health-conscious lifestyle, which probably explains why they are so fitnot the fact that they avoid meat. As Dr Sanders said, there is nothing wrong, nutritionally speaking, with lean meat. Nor, according to Professor Hugh Sinclair, the world expert on Eskimos, need your coronary arteries suffer from a high intake of saturated fat, provided you have an even higher intake of essentially fatty acids, as the Eskimos do, or have an unusual system for metabolizing cholesterol, as found in the Masai of East Africa2.
Some vegetarians do suffer as a result oftheir diet. They do so for various reasons but there is a common factorignorance of nutritional principles.
First, vegetarians who avoid eggs and dairy products as well as flesh, that is vegans, occasionally become deficient in vitamin B12 (usually presenting with neurological problems because the diet is rich in folate). The knowledgeable ones avoid this by deliberately eating one of the rare non-animal sources of B12 such as certain seaweeds and fermented foods or by taking commercial preparations containing the vitamin (list available from the Veg-etarian Society). Ethnic groups who are vegan by long tradition, such as Hindus, may have escaped B12 deficiency by eating imperfectly washed vegetables, since soil bacteria synthesize the vitamin. But people who adopt vegan diets with no traditional wisdom to guide them, like Rastafarians, run a real risk of neurological damage.
Second, Asian vegetarians who have migrated to Britain are prone to several nutritional problems. One is vitamin D deficiency, but this could be rectified by greater exposure of the skin to daylight. Another is overnutrition, manifest as a high prevalence of obesity, diabetes and coronary heart disease. This has recently been discovered by a survey of Asians in Southall, London. Most of them come from Gujarat in central India where sweetmeats are popular. In Britain, it seems they are seduced by the endless variety of sugary foods and drinks available into having a high intake of refined or fibre-depleted sugar, chiefly sucrose. This is a clear example of the nutritional 'innocent abroad' suffering from his ignorance.
The special problems of Asian children in Britain were reviewed by Dr S K M Jivani, a paediatrician in Blackburn. Asian mothers are afraid to wean their babies on to their own food of rice and curry and, instead, give unsuitable starchy foods and unmodified cows' milk which can lead to iron deficiency. They need to be taught to use chilli-free curries put through a sieve or blender or, if they are vegetarian, to use pulses. Sometimes, Asian mothers feel impelled to rear their children on what they conceive to be a British diet, which too often turns out to consist of low-quality, sugar-rich foods and drinks. This was confirmed by Mrs K Shukla, a community dietitian in East London, who regularly sees Asians rejecting their traditional food in favour of attractively packaged convenience foods, high in fat and sugar. They tend to take advertisements at face value, such as 'Lucozade aids recovery'. Many are shyafraid to try unfamiliar vegetables, embarrassed about asking for advice. The irony of the situation is that traditional Asian diets are often good nutritionally, though there is sometimes a tendency to use too much fat and to overcook vegetables. Asians with renal failure face particular problems which were discussed by Miss A Masters-Thomas, a dietitian at the Royal Free Hospital.
Returning to the problems of vegetarians, a group at particular risk of nutritional deficiency are those devoted to macrobiotic diets. Dr Celia Williams of the University of Surrey explained that there are ten such diets, graded -3 to +7. The lower ones are perfectly adequate, allowing pulses and even small amounts of animal food. But diet 7 consists solely of wholegrain cereals. Not surprisingly, diets 6 and 7 have led to cases of scurvy, anaemia and even kwashiorkor in young children.
A fascinating talk was given by Professor Hugh Sinclair, who described the unique traditional diet and lifestyle of two groups, Eskimos and Masai. The Royal Society of Medicine Eskimo means eater of raw meat and Eskimos ate raw not only the flesh but also the viscera, teeth, skin and fur! In this way they obtained a considerable amount of 'fibre', in the sense of non-digestible material. But their freedom from constipation and its associated disorders may have been due in part to the laxative properties of unabsorbed fat since their fat intakes were extremely high. Professor Sinclair has made famous the Eskimos' freedom from arterial disease which he links to the marked reluctance of their blood to clot. This in turn is explained by their exceptionally high intake of essential fatty acids. The arcane biochemistry behind this story was explained in Professor Sinclair's inimitable way. There is one snag for the enthusiast who may wish to eat like an Eskimo: this is erucic acid, the C22:1Q9 fatty acid found in rapeseed oil, whose isomer ceteleic acid is plentiful in the Eskimo diet. Erucic acid can cause myocardial fibrosis and even sudden death. Adaptation may, nay must, occur with lifetime use, but a sudden change could be dangerous. Sadly, practically all Eskinios are now eating a Westernized diet including much sugar and they have become prone to many Western diseases.
The last word in the meeting went to the chairman of the Vegetarian Society, Dr Alan Long. He reminded us that in the UK vegetarians now outnumber diabetics so, before long, all doctors will be forced to learn about vegetarianismits advantages and problems. The simple rucksack days are over. 
K W Heaton

Coloproctology meeting in Barcelona
Each year, in late spring, the Section of Colo-Proctology travels to Europe for a joint meeting with coloproctologists of the host country. In 1985 the Section was invited to Barcelona by Antonio Sitges-Creus, the President of the Asociacion Espanola de Coloproctologia. It was encouraging to see so many new, young faces travelling with the Section and to be joined by colleagues from as far afield as Argentina, Tokyo and the USA. The scientific meeting lasted for three days, with sessions on inflammatory bowel disease, carcinoma of colon and rectum, the pelvic floor and rectal prolapse, as well as four sessions for free papers.
The first morning was spent considering Crohn's disease, with several speakers from Madrid presenting different aspects of their well documented series of 160 cases. Clinical features of the disease were introduced by P Schofield from Manchester, and by C Chantar from Madrid, speaking particularly of extraintestinal manifestations. One-third of all cases in the Madrid series had extraintestinal problems in joints, skin, mouth or eyes, biliary and renal lithiasis or amyloid disease. In addition, several cases of massive haemorrhage from Crohn's disease were presented by A Abad from Barcelona. This aspect of Crohn's disease is not one commonly reported in Britain. The pathology of Crohn's disease was reviewedbyJMenendez from Madrid andJHaboubi from Manchester. Dr Haboubi emphasized the problem the pathologist has in making the diagnosis on small colonic rectal biopsies where submucosa is not included in the specimen. Both stressed that granulomata are not necessarily pathognomonic of Crohn's disease, as they may be due to a foreign body reaction to faeces in ischaemic colitis or to extravasated mucus in ulcerative colitis and campylobacter colitis.
In considering surgical treatment, aspects of stricturoplasty and ileorectal anastomosis for Crohn's disease, and ileoanal pouch anastomosis for ulcerative colitis were reviewed. S Gomez from Vitoria presented three cases in which multiple intestinal myotomies had been used to reduce bowel motility and frequency in association with J pouches. On the other hand, M Gassul from Barcelona drew attention to the nutritional problems in Crohn's disease and suggested that enteral tube feeding would not only improve the nutritional status but could also reduce the need for surgery.
The Spanish experience of Crohn's disease in its presentation, prognosis and management appears to be similar to ours and, as in the UK, it appears to be becoming more common.
On the next morning attention was turned to the treatment and follow up of colorectal cancer. Bowel preparation for surgery was considered first. F Parilla from Murcia, favouring antegrade lavage, had now settled for oral mannitol as satisfactory and well tolerated; it seemed, on a show of hands, that this was the most popular method with the Spanish surgeons. British delegates, however, pointed out the problems of bacterial overgrowth with mannitol, and reported that in the UK most had now changed to a sodium picosulphate purge. After A Sitges-Creus had given an overview of surgical treatment, R James from Manchester attempted to define the place of radiotherapy. He related the indications for radiotherapy to preoperative clinical staging of the growth, in which fixity of the growth is assessed by digital examination. He suggested that with mobile growths (Stage I) radical surgery alone should be used. With a tethered growth (Stage II) preoperative radiotherapy should be given. Where distant metastases are detected (Stage III), then the choice of surgery, radiotherapy or chemotherapy will depend upon the particular problem needing palliation. The place of chemotherapy was reviewed by P Cassell from Windsor. It seems that the days of effective systemic chemotherapy for colorectal cancer are not yet here, but for the future the development of inmmunotoxins and chemotherapy sensitivity testing may bring better news. The value of follow up of 0141-0768/86/ 060370-02/$02.00/0 i 1986 The Royal Society of Medicine
